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( I 
Attachment 4.19A (1) 

StatePlanUnder Title XIX of the SocialSecurity Act 
State:Massachusetts 

Institutional Reimbursement-

In accordance with -1 and state law, Hospitalsmusthave a MassHealth inpatient
utilizationrateofatleast1%tobeeligibleforanytypeofDSHpayment,pursuantto 
DHCFP regulation at 114.1CMR36.07 (seeexhibit6). Also, the tab1 amount of DSH 
paymentadjustmentsawardedtoanyhospitalshallnotexceedthecostsincurredduringthe 
year of furnishing Hospital services to individuals who are either eligible for medical 
assistanceahave no health insuranceor other source ofthird-party coverage, lesspayments
received by the Hospital for medical assistance and by uninsured patids unreimbursed 
costs pursuant to 42 U.S.C. §1396r-4(g). In accordance with the requiremeats of 42 
U.S.C. 1396r-4(b)(2)and (31 Medicaid inpatient utilization rate and low-incomeutilization 
rate include both Medicaid fee-for-service and managed care entity days and revenue for 
patient services under the State Plan,asapplicable. 

When a Hospital applies to participate in MassHeaIth, its eligibility and the amount of its 
adjustment shallbe determined As new Hospitals applyto become MassHealth providers,
they may qualify for ad.- ifthey meet the criteriaunder one amore of the following 
DSH class-. Therefore, some disproportionate share d m may require
recalculationpursuant to DHCFP regulations set forth at 114.1 CMR 36.07 (seeexhibit 6). 
hospitals will be informaed ifthe adjustment amount will change due to reapportionment 
amongthequalifiedgroupandwillbetoldhowoverpaymentsorunderpaymentsbythe 
Divisionwillbehandledatthattime. 

Toquam for a DSH payment adjustment under any classification within Section IV.D a 
Hospital must meet theobstetrical staffing requirements described inTitle XIX at 42 U.S.C. 
§1396-4(d) or qual@ fathe ex- descrobed at 42 U.S.C. §1396r-4(d)(2) All DSH 
payments amsubject totheavailability of fidem1financial participation. 
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